Esophageal mucosal tear occurred during scope insertion in a 71-year-old male patient who previously underwent endoscopic retrograde cholangiopancreatography (ERCP) several times without any complications. The mucosal tear was successfully sealed with endoclips using a forward-viewing scope. However, this mishap leads to the incidental discovery of both esophageal cancer and early gastric cancer. Duodenoscope has inherent limitation in observing the gastrointestinal tract, especially the esophagus, and may miss clinically significant lesions. Therefore, in addition to applying sufficient lubricant to the scope tip and considering the possibility of anatomical variation to prevent mucosal injury or perforation, performing upper endoscopy during ERCP should be considered in a certain patient population, albeit the utility of and the population benefiting from it remains to be proven by a large-scale study. Korean J Pancreas Biliary Tract 2018;23(2):76-81 
INTRODUCTION
The duodenoscope is a side-viewing scope and the image resolution is lower than that of upper endoscope, and it is easy to miss pathologic lesions during insertion of the scope, especially the esophagus. Upper endoscopy is not a time-consuming procedure and it can easily be performed during endoscop- or certain amount of time has passed since the last screening, etc. Herein, we report a case of a patient who was diagnosed with both esophageal cancer and early gastric cancer after experiencing the mishap of esophageal mucosal tear during ERCP.
CASE
A 71-year-old man was referred to the emergency department with the impression of bile leakage after having undergone cholecystectomy for acute calculous cholecystitis. On arrival, the patient complained of severe right upper quadrant abdominal pain but his vital signs were stable except for mildly elevated body temperature (37.8℃). His laboratory test results were as follows: white blood cell count 12,240/µL (neutrophil 81.2%), total bilirubin 2.5 mg/dL, direct bilirubin 1.1 mg/dL, aspartate aminotransferase 31 IU/L, alanine aminotransferase 13 IU/L, alkaline phosphatase 242 IU/L, γ-glutamyl transpeptidase 187 IU/L, and creatinine 1.9 mg/dL.
For further examination of abdominal pain and liver enzyme elevation, magnetic resonance cholangiopancreatography (MRCP) was performed instead of abdominal computed tomography (CT) scan since serum creatinine was elevated. On reconstructed MRCP image, variable sized multiple stones were observed in the dilated common bile duct (CBD) (Fig.   1 ). All the CBD stones could successfully be removed after three sessions of endoscopic retrograde cholangiopancreatography (ERCP) (Fig. 2) . Six months later, follow-up ERCP was performed and recurred CBD stones were removed. Upon retrieval of duodenoscope, however, the screen suddenly became red when passing through the esophagus. The esophagus was examined after changing the scope to an upper endoscope, and it showed esophageal lumen stained with fresh blood along with about 4 cm long iatrogenic mucosal tear on the mid esophagus (Fig. 3A, B) . The mucosal tear was sealed up by applying endoclips (Fig. 3C) . During the procedure, nodular mucosal lesion was noted upstream to the mucosal tear (Fig. 3D) . When biopsy was done on this lesion, it turned out to be invasive squamous cell carcinoma and therefore, esophagectomy was planned. Follow-up upper endoscopy was performed to evaluate the extent of esophageal cancer before the operation, but this time, an elevated mucosal lesion with central depression was seen on the greater curvature of gastric antrum (Fig. 4) . Biopsy result of this lesion was high-grade dysplasia with suspicious foci of well-differentiated adenocarcinoma.
Thus, Ivor-Lewis esophagectomy and esophageal reconstruction after wedge resection of lower body of stomach was performed to manage both lesions. After the operation, final pa- 
DISCUSSION
ERCP is an important modality for diagnosing and treating pancreatobiliary disorders. However, ERCP is an invasive procedure that carries 5% to 10% risk of developing complications. 1 The most common ERCP-related complications are post-ERCP pancreatitis (1.8-5.4%) and post-endoscopic sphincterotomy bleeding (1.0-2.0%), 2,3 but as with other endoscopic procedures of the gastrointestinal tract, perforation can also occur during ERCP (0.14-1.0%). Zenker's diverticulum. 5 In the present case, the patient had a very tortuous esophagus that had been pushed aside by the tortuous aorta, which could be considered a variation of an anatomical abnormality. In addition, lubrication was not applied at the scope tip during insertion of the duodenoscope.
Since insertion of the duodenoscope through the esophagus occurs in a rather semi-blind fashion, aforementioned factors are likely reasons for having incurred esophageal mucosal tear.
As for the location of esophageal perforation or injury, the most common site of perforation during upper endoscopy is the distal third of the esophagus because the circular layer of esophageal muscles may be thinned at this location. 8 In our case, however, the mucosal tear occurred on the mid-esophagus, likely because the greatest curve occurred on the midesophagus.
The traditional treatment of perforations has been limited to surgical management or medical observation. Recently, many of the perforations have been treated effectively and safely with endoscopy. Endoclips can be used for small perforations. Although larger perforations are usually managed surgically, endoscopic insertion of fully covered self-expandable metallic stents or self-expandable plastic stents can be considered in some cases. 9 In the present case, esophageal injury did not result in a perforation but was limited to mucosal tear which seems to have been caused by the friction between the endoscope and the mucosa during scope insertion. It could be successfully sealed by endoclips. This method has been shown to be effective even for a larger (10 cm sized) laceration in the absence of perforation. 7 Since esophageal cancer could be diagnosed because of an adverse event, this mishap could be viewed as a blessing in disguise for our patient. However, this blessing seems to have been short-lived due to the presence of synchronous gastric adenocarcinoma. The incidence of synchronous esophageal squamous cell carcinoma and gastric adenocarcinoma is rare (1.4% to 5.8%) and the overall 3-year and 5-year survival rates were 36% and 29%, respectively. For the treatment of synchronous cancer, surgery or endoscopic submucosal dissection (ESD) can be done. ESD has the advantages of being able to remove the gastric cancer endoscopically before surgical removal of esophageal cancer since the stomach can be used for reconstruction in this setting. 10 In our case, the stomach lesion seemed to be early gastric cancer and we considered ESD of this lesion prior to carrying out esophageal surgery.
However, multiple small lymph nodes around the celiac trunk and left gastric artery were seen on abdominal CT scan. Although the lymph nodes might be reactive lymph nodes, the possibility of metastatic lymph node could not be ruled out.
For this reason, the surgeon chose to perform wedge resection on the gastric cancer.
The patient in the present case previously underwent ERCP three times, but both the esophageal and gastric lesions were missed during examination of the mucosa upon insertion and removal of the duodenoscope. Therefore, examination of the gastrointestinal tract with a forward-viewing high-resolution scope seems to be necessary so as not to miss any clinically important lesions. A retrospective study by Thomas et come to a conclusion based on currently available evidence.
In conclusion, sufficient lubrication should be applied at the scope tip during insertion of the duodenoscope and the possibility of the esophagus being more tortuous than expect- 
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